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Faith-based health care should end with Saskatchewan's health region amalgamation SASKATCHEWAN | CBC News (Saskatoon) -14 November 2017 -There are at least five Catholic-run hospitals in Saskatchewan. They all receive public funding to provide a public service, yet are permitted to deny citizens their right to reproductive health care. Now, they are refusing to provide medically assistance dying, too. Some publicly funded faith-based care homes are also refusing to assist with medically assisted dying. This begs the question: Why are we still allowing publicly funded, faith-based organizations to run health-care facilities when they unabashedly discriminate in the health care they provide? The health care being denied to citizens at Catholic-run hospitals are rights that have been fought for and won through the courts on the basis that such health care is to be provided to all citizens, free of discrimination. In the cases of reproductive health and medically assistance dying, the Supreme Court of Canada ruled that access to these health services are fundamental to a person's security and libertyand, further, that these rights cannot be denied on the basis of sex or disability. Despite this, faith-based institutions in Saskatchewan remain unabated and publicly funded. The only institutional palliative care unit within the current Saskatoon Health Region is located in St. Paul's Hospital. https://goo.gl/Es9cg3 Boniface Hospital landed in a political firestorm after the Catholic Health Corporation of Manitoba took the controversial step of reconfiguring the hospital's board after passage of a motion to allow medically assisted death under "rare circumstances" forcing a re-vote that effectively bans assisted dying at the hospital -which, ironically, is the province's primary palliative care centre. https://goo.gl/C9GyCM
Noted in Media Watch 3 October 2016 (#482, p.2):
ALBERTA & NORTH WEST TERRITORIES | CBC News (Edmonton) -29 September 2016 -'Alberta, Northwest Territories bishops issue guidelines that refuse funerals in assisted-death cases. ' The Catholic Bishops of Alberta and the Northwest Territories have issued guidelines that say priests should refuse funerals for some people who die by assisted suicide. In the guidelines the bishops are careful to draw a distinction between suicide and assisted suicide.
1 https://goo.gl/3RPXox
ONTARIO | The Ottawa Citizen -27 September 2016 -'Patients must be transferred out of Catholic hospitals to discuss assisted dying.' Patients are being discouraged from even having conversations about assisted death within Catholic hospitals, according to draft guidelines that the Catholic Health Association of Ontario says it believes comply with assisted dying legislation. Instead, patients who request assisted death will be transferred off-site for consultation. https://goo.gl/ZLGUCv It is hard to predict when an AD patient will die. There is also a more terrifying aspect of AD that cancer patients [for example] do not experience. As humanly horrible as a cancer death can be, it is only a single death. Those whose lives have been invaded by malignancy remain themselvesperhaps in pain, but sentient of who they are, who loves them, and who they love, until the end. Those stricken with AD die twice. First ... they experience the death of who they are. This death of self is more frightful than the death of their body. It is harrowing to contemplate losing one's identity, control of one's life, the ability to care for loved ones, and instead becoming a burden to them. At this moment, an estimated 5.5 million people are living with AD. A terminal diagnosis of AD is fraught with obstacles for those who want to control the way they die or family members who want to intervene with palliative care (PC). Dementia kills slowly, frequently over a span of years, and unlike many terminal medical processes, there isn't a plug to pull -there is no life support to discontinue, no chemotherapy to stop, and no dialysis to terminate. The role of PC in dementia remains the same as in every terminal illness: prevent unnecessary suffering of the patient and their loved ones. The protracted courses of AD and the inevitable loss of patient competency make early planning especially crucial. Simply put, the PC plan must be devised not at the end stages of the dementia, but in the beginning, before the patients "lose themselves. 
Dignity, death and America's crisis in elder care
TIME MAGAZINE | Online -16 November 2017 -From senior living centers to hospice, the country is struggling to adapt a rickety system to handle the demographic wave that is crashing over it. At stake are the health, wealth and dignity of a generation. The existing safety net for older Americans -a mixture of Social Security, Medicare and Medicaid -was built for a society that no longer exists. When Congress created Social Security in 1935, the average life expectancy in the U.S. was 61; now it is nearly 80. When Congress created Medicare and Medicaid in 1965, it was still common for people to die of acute medical issues, like heart attacks; now many survive those traumas and go on to live, with some assistance, for decades longer. In 1960, the U.S. was overwhelmingly young: just 10% of the population was over 65. By 2040, 1 in 5 of us will be eligible for that senior ticket at the theater. As more people live longer, the social and economic systems designed to care for them are changing. At stake the health, wealth and dignity of a generation. https://goo.gl/irzkT3
Extract from Time Magazine article
Hospice care, beloved by many, is seen as a potential profit center by companies seeking government contracts while providing diminished service to those at the end of their lives. And Medicaid, once intended to be a last-ditch safeguard for the poorest of the poor, is creaking under the weight of new obligations. Medicaid is now the default payer for 61% of all nursinghome residents in the U.S.
Media Watch Online
Media Watch (or a link to the weekly report) is posted on a number of websites that serve the hospice and palliative care community-at-large. My involvement in hospice and palliative care dates from 1985. As a communications c I've been involved in or responsible for a broad range of initiatives at the community, regional, provincial and national level. My current work focuses primarily on advocacy and policy development in addressing issues specific to those living with a terminal illness -both patients and families to education, developing and teaching on and facilitating issue specific workshops, primarily for frontline care providers. Biosketch on the International Palliative Care Resource Center website at: http://goo.gl/5CHoAG forgotten 14 November In most U.S. medical schools, lessons ath naturally focus on the care of the dying patient. But there is another group of people to whom health professionals need to learn to attend: the dying patient's family and friends. In nearly every case, mortality's collateral damand endures longer than the patient's travails, which cease at the Our preoccupation with the dying patient is not difficult to understand. For one thing, medical students are taught to put the patient first, which means others come second. Moreover, revenues and quality measures in health care revolve around the patient. As a result, grieving family and friends may languish in neglect, particularly in the weeks and months Consider these words of deceased elderly patient I know. "The whole time Dad was in the intensive care unit, the doctors and nurses seemed more interested in the machines than in us. When they talked to us, it was always because a medical decision had to be made. They never asked us how we were doing. After Dad died, we never heard from them or the ho again." Such complaints are not rare, in part b cause death is such a ubiquitous fact of daily life. About 2.6 million Americans die every year, which works out to an average per day and 300 deaths per hour. If people were dying at home, health professionals might have little opportunity to care for the grieving, but 63% of Americans die in hospitals and another 17% in chronic care facilities. https://goo.gl/D2AD5n
Specialist Publications 'Development, implementation, and evaluation of a curriculum to prepare volunteer navigators to support older persons living with serious illness' (p.9), in American Journal of Ho Medicine.
Families turn to death midwives for help with final passage
(Madison) -12 November 2017 -Before Valli Warren last year after a long illness, the Stoughton couple knew they wanted a home funeral and green burial.
t sure how to make those things happen. They turned to Sharon Stewart, who delivered ice packs to preserve the body, shared videos about how to wrap it in a shroud and taught pallbearers se on a board. Stewart also helped Warren file paperwork, including a permit letting her transport her husband to Circle Cemetery, near Barneveld, where he was laid to rest without being embalmed or using a casket or vault. Stewart is a death midwife, a new kind of occupation that pr vides emotional, spiritual and practical support to families before and after death -in addition to, or i stead of, hospice care and funeral homes. The service, which has emerged around the country over the logous to what birth midwives do compared to obstetricians. Some who sistance call themselves death doulas or end-of-life midwives. https://goo.gl/QukeqU cles on "death doulas" or "end-of-life midwives" are noted in the 18 September 2017 i
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My involvement in hospice and palliative care dates from 1985. As a communications c ve been involved in or responsible for a broad range of initiatives at the community, regional, provincial and national level. My current work focuses primarily on advocacy and policy development in addressing issues specific to those both patients and families. In recent years, I've applied my experience and knowledge veloping and teaching on-line and in-class college courses on different aspects of end fic workshops, primarily for frontline care providers. Biosketch on the International Palliative http://goo.gl/5CHoAG
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Before Valli Warren's husband died neral and green burial. t sure how to make those things happen. They turned to Sharon Stewart, who delivered ice packs to preserve the body, shared videos about how to wrap it in a shroud and taught pallbearers Stewart also helped Warren file paperwork, including a permit letting her transport her husband to Circle Cemetery, near Barneveld, where he was laid to rest without w kind of occupation that proin addition to, or inThe service, which has emerged around the country over the logous to what birth midwives do compared to obstetricians. Some who offer the asthe 18 September 2017 isMy involvement in hospice and palliative care dates from 1985. As a communications consultant, ve been involved in or responsible for a broad range of initiatives at the community, regional, provincial and national level. My current work focuses primarily on advocacy and policy development in addressing issues specific to those ve applied my experience and knowledge class college courses on different aspects of end-of-life care, fic workshops, primarily for frontline care providers. Biosketch on the International Palliative We urgently need to tackle inequalities in end U.K. (Wales) | Click on Wales (Cardiff) reality that many people with life-limiting conditions are missing out on vital care that could transform the precious time they have le help support their families. This is partly because of socio tance to talking openly about death and dying plex interaction of demographic factors that mean some groups in soc ety do not have equal access to expert palliative care as a whole more than 100,000 people with terminal and life expert care they need at the end of life level of current unmet need is not yet clear know that at least 24,000 people each year could benefit from some fo of these people will be supported by hospices and others will be supported by th the National Health Service. However, there will be a significant number of pe cess to the appropriate care that could self, a barrier to improving access, as highlighted in a recent re This is partly because of socio-cultural resistance to talking openly about death and dying, and also due to a complex interaction of demographic factors that mean some groups in sociexpert palliative care (PC). Earlier research ... shows that across the U as a whole more than 100,000 people with terminal and life-limiting conditions are not able to access the expert care they need at the end of life (EoL), including hospice care. 1 In Wales the national picture of the level of current unmet need is not yet clear -largely due to a lack of comprehensive data. However, we know that at least 24,000 people each year could benefit from some form of hospice or (PC) ople will be supported by hospices and others will be supported by their GP or specialists in . However, there will be a significant number of people who are not given a cess to the appropriate care that could support them at the EoL. Lack of data about unmet need is, in i self, a barrier to improving access, as highlighted in a recent report. IRELAND | Health Service Executive (Dublin) -14 November 2017 -The objective of the Framework was to inform and direct the development of adult palliative care (PC) services, both generalist and specialist, in Ireland for the three-year period. In so doing, the focus of the Framework was to identify the gaps that exist in the current level of service provision and to present a set of recommendations and actions which over the duration of the Framework (and at times beyond) would seek to address these service issues/deficits, subject to available resources. In order to achieve this objective a Steering Group, with representation from the key stakeholders in PC, both statutory and voluntary, was appointed, and assigned the task of overseeing the project. Download/view at: https://goo.gl/CGRdoq N.B. Selected articles, etc., on end-of-life care in Ireland are noted in the 17 July 2017 issue of Media Watch (#521, p.14).
From glimpses of heaven to revealing their secret regrets, nurses describe the heart-wrenching last words of dying patients
November 2017 -Nurses who care for the terminally ill have revealed the heart-wrenching last words of terminally ill patients before they die, including their biggest regrets, fears and witnessing glimpses of heaven. Macmillan palliative care nurses at Royal Stoke University Hospital in Stoke-on-Trent, Staffordshire, say patients often wish to see their beloved pet one last time, while others simply request a cup of tea. One nurse described how an unwell couple asked for their beds to be pushed together before dying within 10 days of each other. Many patients' last words include them complaining life is too short and regretting they spent their hard-earned retirement in ill health. Previous research from the University of North Carolina found the terminally ill and those on death row are more positive than might be expected, with many calling on family and religion to ease the anxiety of their passing. ' With 19 voting in support but 20 against, the result came down to the wire. MPs were given a conscience vote on the legislation, with many emotional pleas made for and against euthanasia. The conditions in the assisted dying legislation: 1) Proposed patients must be over the age of 25 and would be expected to die within 12 months due to their illnesses; 2) They must be assessed by a psychologist or psychiatrist and have their decision signed off on by two medical practitioners, including a specialist; and, 3) Close relatives can challenge patient eligibility in the Supreme Court. https://goo.gl/XYCUno AUSTRALIA (Victoria) | Lexology -15 November 2017 -'Update to proposed Victorian assisted dying legislation.' The Victorian State Government has agreed to a number of amendments to its Voluntary Assisted Dying Bill, in order to ensure that the bill passes the Senate. Under the current bill, adults suffering from a terminal illness who are expected to live less than 12 months would be able to access lethal drugs. However, under the agreed changes the required expected life expectancy has been reduced to six months, unless the person is suffering from a neurodegenerative condition, in which case it remains at 12 months. The changes also increase the funding for palliative care in regional and rural Victoria, restrict eligibility to those who have lived in Victoria for at least 12 months,, and require that the person's cause of death include reference to the assisted dying. A final vote could be held in the Senate... If the amendments are passed, the bill will be sent back to the Lower House for ratification. https://goo.gl/YiMYno U.K.| The Jurist -13 November 2017 -'U.K. law prohibiting assisted dying negatively impacts terminally ill: Report.' The U.K. is outsourcing those who want assistance with dying to Switzerland, according to a study 1 ... by the non-profit organization Dignity in Dying, but the price limits those who can afford to take such measures. The study found that more than half of citizens would consider traveling to Switzerland for assistance dying, but only a quarter could actually afford the average cost of €10,000. In October the High Court of Justice a terminally ill individual's petition for assistance to die, thereby upholding the Suicide Act 1961, which makes it illegal to assist in suicide. The court ruled that the act was necessary "to protect the weak and vulnerable." https://goo.gl/ER3dS2
Specialist Publications
Development, implementation, and evaluation of a curriculum to prepare volunteer navigators to support older persons living with serious illness
AMERICAN JOURNAL OF HOSPICE & PAL-LIATIVE MEDICINE | Online -12
November 2017 -The authors report the development, implementation, and evaluation of a curriculum designed to prepare volunteer navigators to support community-dwelling older persons with serious chronic illness. The role of the volunteer navigator was to facilitate independence and quality of life through building social connections, improving access to resources, and fostering engagement. A curriculum was constructed from evidence-based competencies, piloted and revised, and then implemented in seven subsequent workshops. Workshop participants were 51 volunteers and health-care providers recruited through local hospice societies and health regions. Curriculum was evaluated through satisfaction and self-efficacy questionnaires completed at workshop conclusion. Postworkshop evaluation indicated a high degree of satisfaction with the training. One workshop cohort of 7 participants was followed for one year to provide longitudinal evaluation data. Participants followed longitudinally reported improved self-efficacy over 12 months and some challenges with role transition. Future improvements will include further structured learning opportunities offered by telephone post-workshop, focusing on advocacy, communication, and conflict management. The intervention focuses on patients with high needs to reach those with the greatest potential for benefit from supportive services. Navigator activities are guided by frequent distress assessments, which help to identify patient concerns across multiple domains, triage patients to appropriate resources, and ultimately overcome barriers to health care. Full text: https://goo.gl/6BGRdZ
A research agenda for high-value palliative care ANNALS OF INTERNAL MEDICINE | Online -14 November 2017 -Palliative care (PC) has catapulted from being misunderstood and viewed cautiously by many clinicians to being among the most soughtafter services by health care systems nationwide. This is the greatest possible testimony to the field's potential value. However, because demand has quickly outstripped the supply of PC specialists, the field's ability to sustainably provide high-value care is paradoxically threatened by its own success. The authors propose a research agenda organized around 5 key questions on the optimal organization and allocation of limited resources in specialty PC to close the gap between the workforce and patient need. They provide important considerations and proposed approaches for addressing each research challenge. Amid a growing body of evidence on the potential value of specialty PC, the authors posit that answering these questions is essential to maximize value and inform much-needed policies to support such care. Abstract: https://goo.gl/ZbDzx2 pg. 10 1 This project highlights that research spending in palliative and end-of-life care (P&EoLC) remains low, with pockets of good news. It also highlights the need for more research proposals and testing interventions to tackle the problems encountered in P&EoLC. The number one PeolcPSP priority -how to provide palliative care out-of-hours -is one of the questions most in need of further research investment. 1 So where did PC go so wrong that a 168-page document is required to inform staff how to care for dying patients if it has been going so well for so long? Those nearing the end of their life deserve to be given optimum care, attention, compassion and consideration, but this is not always the case. The Liverpool Care Pathway was a tool originally devised to help health professionals provide high-quality end-of-life care (EoLC) to people in the final phase of life.
2 This tool, when used in the correct way, could provide the "gold standard" of EoLC for patients. However, a national review found that rather than a tick-box exercise, care of the dying should be centred around individualised care planning for the dying patient, as highlighted in ... 'One Chance to Get It Right.' 3 Care of the dying is a complex skill that requires nurses to provide some of the most challenging care, and for which many nurses have received little or no training. The implementation of this guidance into practice will require thoughtful change management, abandoning an old way of working in order to ensure excellence and high-quality care for patients nearing the end of life. Abstract: https://goo.gl/8tKA5Y pg. 13
Related FAMILY PRACTICE | Online -13 November 2017 -'Interactions with the healthcare system influence advance care planning activities: Results from a representative survey in 11 developed countries.' Out of 25,530 survey respondents, 13,409 (53%) reported completion of any advance care planning (ACP) activity; 11,579 (45%) had discussed treatment preferences. Generalized linear mixed model results suggest that hospitalization..., multi-morbidity..., informal caregiving..., higher education level..., income..., access to higher quality primary care..., and emergency department visits ... were associated with higher rates of ACP activities. Male gender ... and higher perceived health status ... were associated with lower rates. Individuals with greater interaction with the healthcare system through hospitalization, multi-morbidity, access to quality primary care, and informal caregiving reported more ACP activities. Abstract: https://goo.gl/8ZtLSy For all patients, mean cost of the last year of life was £21,113..., 17,888 (52.5%) of 34,068 readmissions occurred within 30 days of discharge, and 10,341 (74.8%) of 13,818 deaths occurred in hospital, of which 10,045 (97·1%) followed an emergency hospital admission. Patients who attended a day-case large-volume paracentesis service within their last year of life had significant reductions in cost..., number of inpatient bed days, probability of early readmission..., and probability of dying in hospital after unplanned admission..., compared with patients who had unplanned care. For patients enrolled in day-case services, improvements in outcomes correlated with the proportion of large-volume paracentesis procedures done in a day-case (vs unplanned) setting. Wider adoption of day-case models of care could reduce costs and improve outcomes in the last year of life. Abstract: https://goo.gl/qEDjZs
